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blunt splenic injury1 when hemodynamic conditions are
unstable. Even though spleen-conserving management
using splenorrhaphy is of great benefit, the pitfalls in
operations remain. A 45-year-old male suffered a sudden
attack of severe abdominal pain while with his colleagues.
He had a history of spleen injury 2 years earlier and
underwent splenorrhaphy for the injury. His colleague hit
his abdomen softly at an exercise activity, and the attack of
severe abdominal pain followed in a few minutes. After
prompt aggressive fluid resuscitation, the emergent lapa-
rotomy was then arranged. Upon laparotomy, peritoneal
adhesions and organs rearrangement were observed. The
pancreas tail and the spleen were pulled forward to the
anterior part of the left upper abdominal cavity using the
dense adhesion bands (Fig. 1). Approximately 600 mL of
blood was evacuated from the peritoneal cavity initially
and active oozing and bleeding were still noted from the
injured tissues. More attention was paid to mobilizing the
spleen, due to the presence of extensive adhesion. To avoid* Corresponding author. 478, Fusing Road, Nantou City, Nantou
County 540, Taiwan.
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from the very beginning. After removing the spleen, further
careful search was made to prevent the possible combined
occult injury. While exploring the lesser sac, bruising and
blood leaking from the distal segment of the pancreas were
found. The ruptured grove could be seen and palpated by
digital examination after the peritoneum inferior to the
pancreas was incised. It was then divided by scalpel after
the tissue had been clamped and the rough surface was
secured by interrupted sutures. Without any subsequent
morbidity had developed, the patient was recovered well.
Most intra-abdominal adhesions are acquired because
the scars develop internally due to inflammation.2 It may
take a few weeks or more; the adhesion eventually matures
into a fibrous band, often causing the organs to stick
together or to the wall of the abdomen. The nearby tissue
adhesions may disturb the distribution and movement of
internal organs in the abdominal cavity. Adhesion related
complications are mainly reported following lower abdom-
inal surgeries and gynecology operations,3 and mostly
involve bowels obstruction.4 The peritoneal organs are
usually well protected, especially the retroperitoneal
organs. However, iatrogenic transposition may expose
internal organs at risk in some situations, such as a direct
ramming. Splenorrhaphy is considered a safe procedure in& Formosan Medical Association. All rights reserved.
Figure 1 The major longitudinal spleen rupture grade IV
(American Association for the Surgery of Trauma, 1994 revi-
sion) and distal segment of the pancreas with dense fibrotic
tissue.
292 M.-C. Chen et al.traumatic splenic injury and should be attempted for all
patients to preserve the spleen function. Although the
organ’s function is preserved, the adhesion seems to
become a superseded problem. The association between
blunt abdominal trauma and adhesion is rarely reported. Inthis case, we observed that the adhesion has involved not
only the bowel obstruction, but also the possible re-
disposition of internal organs. The re-disposition of these
internal organs may lose their natural barrel, and further-
more, expose the organs to an unexpected higher risk of
abdominal trauma because a blunt. Trauma physicians
should be cautious when making the clinical decision for
a surgical intervention.References
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